Globally, health disparities between Indigenous and non-Indigenous populations are ubiquitous and pervasive^[@R1]--[@R4]^ and are recognized as being unfair, avoidable, and remediable.^[@R5],[@R6]^ These inequities exist because of a breach of rights including the right to health.^[@R7],[@R8]^ We reaffirm the sovereignty and rights of Indigenous peoples worldwide, including the right to health.^[@R9]^

Although there is no official definition of Indigenous peoples, key features include self-identification; historical continuity with precolonial or presettler societies; links to territories and surrounding natural resources; and distinct social, economic, or political systems. There are estimated to be over 370 million Indigenous people in 70 countries worldwide.^[@R10]^ The focus of this article is the health of Indigenous peoples in Western settler-colonial contexts such as Australia, New Zealand, Canada, and the United States.

The determinants of inequity between Indigenous and non-Indigenous populations include factors that are amenable to the influence of medical education.^[@R11]^ Medical education institutions have an obligation to improve health in their communities.^[@R12],[@R13]^ Social justice is one of the three fundamental principles of medical professionalism,^[@R14]^ which confers a responsibility on medical education institutions and practitioners to address those determinants of inequity that are within their scope of influence.^[@R15]--[@R19]^ Such a responsibility manifests at the curricular level but also through more distal pathways in terms of research, advocacy, and leadership.

There have been significant recent advances in the emerging discipline of Indigenous health in medical education^[@R20]--[@R23]^ and in frameworks for designing Indigenous health curricula.^[@R24]--[@R26]^ Despite these developments and the acknowledged challenges in determining causal associations,^[@R27]^ there is limited evidence that medical education initiatives have effectively translated into improved health outcomes for Indigenous populations or a reduction in disparities.^[@R28],[@R29]^

In this article, we seek to examine the factors affecting Indigenous health development in medical education to inform system-wide approaches to improve the contribution of medical education to Indigenous health equity. We present a consensus statement based on a synthesis of evidence-informed opinion and experience of Indigenous medical education specialists from Australia, Canada, Hawai'i, and Aotearoa/New Zealand.

The purposes of the consensus statement are twofold. First, it seeks to describe foundational processes that limit Indigenous health development in medical education. Second, it seeks to articulate key principles for medical education institutions to better meet their obligations to address health inequities between Indigenous and non-Indigenous populations. The strength of the statement lies in the consensus on core issues between researchers, educators, and practitioners working in diverse contexts internationally. To our knowledge, this is the first statement of this nature on Indigenous health in medical education.

Defining the Scope of the Consensus Statement
=============================================

This consensus statement explicitly addresses Indigenous health, which is recognized as a distinct and important domain of professional competency in the medical education systems of Australia, New Zealand, and Canada.^[@R30]^ The statement has a broad scope, encompassing the medical education continuum from undergraduate programs to specialty training and continuing professional development. Although the statement relates specifically to medical education, many of the principles and recommendations are applicable to education in other health professions.

The statement highlights key underlying factors and important principles for medical education institutions as they aim to meet their obligations to improve Indigenous health and reduce inequities. In articulating these principles, we acknowledge the significant body of work that has contributed to development of the field to date, which is represented in a number of national guidelines, curriculum frameworks, and other resources.^[@R22]--[@R26],[@R31]--[@R33]^ This statement seeks to build on, rather than duplicate, the directives in these documents that are already being addressed in medical education. Rather than recommending specific actions or tasks, we articulate key principles that should underpin institutions' efforts to promote effective Indigenous health development. These principles are overarching and are intended to be applied at all levels, including by accreditation bodies and in relevant policy and legislative development.

We first describe the methods for developing the consensus statement, followed by the statement itself. The statement discusses the underlying factors and outlines the key principles, explaining how they can guide medical education reform. The key principles are summarized at the end of the article.

Our Method for Developing the Consensus Statement
=================================================

This statement was developed by drawing together evidence from research, evaluation, and the experience of a selected group of researchers with established expertise in Indigenous medical education. The team was constituted from members of Educating for Equity, an international research project seeking to improve Indigenous health through health professions education.^[@R34]^ The project is Indigenous-led and includes both Indigenous and non-Indigenous investigators from three countries (including all authors from Australia, Canada, and Aotearoa/New Zealand). Collaborative research activities also involved a Native Hawaiian medical educator (M.K.), who joins the Educating for Equity investigators as a coauthor of this consensus statement.

We have considerable depth and breadth of experience in Indigenous health education across four countries, having supported, advocated for, developed, and implemented Indigenous health curricula within our respective institutions. This experience encompasses diverse health professions education settings, including undergraduate and postgraduate medical education as well as education in other health professions, and participation in varied roles including institutional and program leadership, curriculum development, research, and teaching.

A consensus statement was chosen as the most effective way to synthesize the outcomes and insights from the broad range of research activities and wider experience of this group of experts. Consensus development is a process for making policy decisions drawing on available information, including scientific data and the collective wisdom of participants.^[@R35]^ Consensus methods allow the use of a wide range of information, and where published evidence is lacking they allow expert insights to be harnessed to inform decision making.^[@R36]^ A medical consensus can be defined as a public statement on a particular aspect of medical knowledge that is generally agreed on as an evidence-based, state-of-the-art knowledge by a representative group of experts in that area.^[@R37]^

Development of this consensus statement was based on a collaborative and inclusive process that recognized the importance of Indigenous leadership and experience at all stages. The process comprised two phases. In the first phase, organic development of the ideas underpinning the statement occurred during research activities over six years as part of the Educating for Equity project, reflecting a synthesis of research-based outcomes and insights from our experiences. In the second phase, we refined and clarified these ideas using a consensus-building process that corresponds to Glaser's^[@R38]^ "state-of-the-art" method.

The purpose of phase 1 was to develop and frame the ideas that would be subject to further analysis and explication in phase 2. We carried out foundational work at meetings in Vancouver, Canada, in August 2010 and in Auckland, Aotearoa/New Zealand, in December 2011, where sharing experiences and insights formed the genesis of the ideas in this statement. These early exchanges identified the need to focus research efforts on the principles underpinning effective Indigenous health development in medical education.

We further refined these preliminary ideas through detailed work on particular aspects of Indigenous health education that centered around a meeting in Honolulu, Hawai'i, in October 2012. Two specific projects were developed over a period of time leading up to the meeting, each involving a structured focus group method^[@R39]^ at the meeting followed by collaborative analysis and interpretation of data by the research team in the subsequent period. The focus groups sought to identify core attributes in the domain of Indigenous health for graduates of medical education programs, and develop a typology for pedagogical approaches to Indigenous health teaching and learning in medical education. Responses were recorded on a whiteboard during the meeting, which facilitated a level of collective synthesis and interpretation during the focus group. They were then reviewed and summarized by a subgroup of the researchers (K.J., B.C.) before being circulated to all investigators for further analysis and interpretation. This collaborative work led to shared development of themes and framing of research outputs.

Phase 2 commenced at a research team meeting in Perth, Australia, in March 2016 where a formal process of synthesizing the shared international experience into a consensus statement was initiated. Key principles that we believe must underpin efforts by medical education institutions to improve Indigenous health and recommendations to promote effective Indigenous health development were identified at the meeting and were summarized in an outline that was circulated to all authors, seeking high-level input. As a result of feedback from the research team, a draft consensus statement was prepared by one author (R.J.) and circulated to all other authors for detailed feedback. After collating feedback, a series of three meetings were held involving the lead representative from each of the three Educating for Equity countries (R.J., S.E., and L.C.), at which decisions were made about how to address critical issues where consensus had not yet been reached, or clarification was required. Two further drafts were written and circulated for feedback from all authors, following which a final draft was produced.

External validation is an important aspect of a consensus-building process.^[@R38]^ The research underpinning this consensus statement has been extensively scrutinized by Indigenous health and medical education specialists outside of the research team. The body of work that has contributed to and informed the statement has been published and presented at national and international fora and has been subject to peer review and external feedback.^[@R28],[@R29],[@R40]--[@R49]^ All substantive feedback was recorded by investigators and shared with the wider research group periodically at meetings over the course of the project. The resulting understandings and insights have been progressively incorporated into our research and teaching work. Collectively, therefore, external feedback has strongly informed the principles and recommendations we present, and the extensive peer review of the underpinning research provides rigorous validation of the conclusions emerging from that work.

The Consensus Statement
=======================

The contemporary Indigenous experience in the authors' respective countries, in common with many other Indigenous communities around the globe, is fundamentally driven by the legacy and continued impacts of colonization.^[@R17]--[@R19]^ However, Indigenous peoples and cultures have survived and often thrived in these hostile environments.^[@R50]^ This speaks to the strength and resilience of Indigenous peoples, who bring important worldviews, health systems, and knowledge systems that have been practiced and strengthened over thousands of years on these lands.

The consensus-building process identified a range of issues, all of which were consistently linked to three underlying themes: colonization, racism, and privilege. These themes are explored in more depth, followed by articulation of the implications of these conditions for Indigenous health curricula, alignment of the institutional curriculum, advocacy for Indigenous health, infrastructure, and resourcing. We have derived key principles for action by medical education institutions from this analysis, which conclude the consensus statement.

Colonization
------------

We recognize colonization as a fundamental process underpinning the establishment and maintenance of health inequities between Indigenous and non-Indigenous peoples. Colonization is an ongoing philosophy of domination that involves dehumanizing of Indigenous peoples, underpinned by an ethnocentric worldview.^[@R51],[@R52]^ In settler-colonial societies such as Australia, Canada, Aotearoa/New Zealand, and the United States of America, historical and contemporary colonial processes continue to shape the health experiences and outcomes of Indigenous peoples.^[@R19],[@R53]--[@R55]^

Medical education has historically been complicit in furthering the goals of colonization and perpetuating inequitable structures, processes, and outcomes.^[@R56],[@R57]^ As a first step, institutions need to acknowledge their historical and contemporary role in the colonial project, including acceptance of evidence that health professionals and health systems contribute to the maintenance of health inequities.^[@R16]^

Institutions must then engage in a decolonization process, not just with regard to the Indigenous health curriculum but also in relation to systems, structures, policies, and practices across the entire institution.^[@R32]^ Decolonization is about dismantling colonialism as the hegemonic basis of society's values, practices, and institutions.^[@R58]^ It is a tool for reclaiming Indigenous ways of knowing, doing, and being, and for Indigenous peoples to reassert self-determination over our futures.^[@R59]^

Decolonization should go hand in hand with a process of "indigenizing" medical education, creating a space where Indigenous knowledges and ways of being coexist with Western worldviews. This requires partnerships with Indigenous communities, explicit recognition of the value of Indigenous epistemologies and knowledges, and a commitment to embracing Indigenous ways of working.^[@R60]--[@R62]^

It is important that commitment to Indigenous health is formalized as part of institutions' core business, with policies, plans, and processes developed in partnership with Indigenous communities.^[@R23]^ The imperative of advancing Indigenous health and eliminating inequities should be explicit within organizational vision, mission statements, strategic priorities, policies, processes, and systems.^[@R63]^ It must be clear how these high-level objectives are to be achieved, what resources will support this action, and how outcomes will be monitored. A comprehensive Indigenous health strategy should be developed based on a community engagement process and formal agreement between institutional and community leadership. The actions outlined here seek to address the exclusion of Indigenous peoples, knowledges, and worldviews from medical education, and decenter colonial norms and values that have established and perpetuate institutional racism.

Racism
------

Racism is a key determinant of inequitable health outcomes between Indigenous and non-Indigenous populations, acting through multiple pathways including those mediated by medical education.^[@R64]^ Racism can be defined as an organized system that distributes power, resources, and opportunities unequally and inequitably across racial or ethnic groups; historically, racism has gone hand in hand with colonization.

Racism operates through a range of mechanisms and at different levels including institutionalized, personally mediated, and internalized racism.^[@R65]^ Furthermore, the unique relationship between Indigenous peoples and the state creates an environment where inequality is perpetuated and sanctioned through formal government policies.^[@R66]^ That is, the legitimizing ideology of colonialism, with its inherent cultural hierarchy, implicitly codifies racism against Indigenous peoples within national laws, policies, and institutions.

Different levels of racism have different and complex implications for medical education. The pervasive nature of racism means that its effects can be felt in all health care interactions and educational settings.^[@R67]^ Racism influences health professionals' practice, resulting in poorer quality and outcomes of health care for Indigenous versus non-Indigenous populations.^[@R28],[@R68]--[@R73]^ This is clearly unacceptable and in breach of professional codes of medical practice.

Privilege
---------

Racism intersects with colonization in complex ways; indeed, it is principally through various forms of racism that colonial structures maintain unequal power relations and reinscribe settler privilege.^[@R70]^ Colonization established and maintains settler privilege via mechanisms such as enhanced access to the beneficial determinants of health, legislated dominance of colonial languages and cultural practices, and preferential access to and quality of health care. Privilege and racism are inextricably linked; however, the concept of privilege is often unnamed, unquestioned, and unexamined.^[@R74],[@R75]^

Understanding and addressing colonization, racism, and privilege
----------------------------------------------------------------

Medical education institutions must therefore have a framework for understanding and addressing colonization, racism, and privilege at institutional and curricular levels. Such a framework must incorporate effective antiracism education used in other disciplines, adapted to the particular medical educational context and applied ubiquitously throughout training. Learning contexts in which racism tends to be reinforced (e.g., during clinical training) need focused attention through direct action within those environments and indirect action such as debriefing and reflective learning activities for students. Educators, with support from institutions, must be committed to understanding the ongoing effects of colonization through racism and privilege, and to engage in personal antiracism work. They must also commit to facilitating students' learning with a view to eliminating racism and privilege in medical education and practice. This requires an understanding of white fragility (defined by DiAngelo^[@R76]^ as "a state in which even a minimum amount of racial stress becomes intolerable, triggering a range of defensive moves") and related contexts, and an ability and commitment to address responses that reflect this positioning.

It is important to note that the ways in which colonization, racism, and privilege manifest in medical education do not require intent on the part of medical educators or institutional leadership. In countries built on settler colonialism, these processes are embedded in the norms, values, systems, and structures of society and may therefore be invisible, at least to those on whom they confer privilege. In medical education, there has traditionally been little emphasis on critically examining the culture of medicine or understanding how the profession and its practices may perpetuate systems of oppression.^[@R77],[@R78]^ It is therefore possible for educators and institutions to be complicit in enacting systems of colonization, racism, and privilege without deliberate and mindful application of such frameworks. However, given the growth of the literature in this area, we consider that well-informed, reflective medical educators, leaders, and administrators should not be complicit in such repetition.

The Indigenous health curriculum
--------------------------------

Indigenous health must be positioned as a formal discipline in medical education, with an explicit curriculum that is constructively aligned^[@R79]^ to ensure that graduates achieve the competencies required to be effective in improving Indigenous health. Achievement of Indigenous health educational outcomes must be required of all students as an integral part of overall medical professionalism. A robust system of assessment is essential to ensure that progress through and completion of programs is contingent on learners' meeting specified Indigenous health learning outcomes.^[@R80]^

The Indigenous health curriculum in medical education must be rigorously developed; grounded in both Western and Indigenous paradigms; and informed by the needs and perspectives of Indigenous communities, learners, and each institution. Such an approach necessarily involves a locally contextualized curriculum and participation of stakeholders including Indigenous community and Indigenous health professionals in its design and delivery.^[@R80],[@R81]^

Effective Indigenous health education continues to evolve and is framed by core concepts including cultural competence,^[@R82]^ cultural safety,^[@R83]^ and structural competency.^[@R57]^ Approaches to Indigenous health curricula also include patient-centered care that needs to be applied to the particular social, cultural, historical, and political realities of Indigenous patients and within the contexts of colonization and social exclusion.^[@R46]^ These concepts and contextual factors underpin a particular set of pedagogical approaches that integrate all aspects of medical education including population health and clinical care domains.

This unique and complex framing positions Indigenous health as a distinct discipline within medical education. It should be seen as complementary to, rather than competing or overlapping with, other domains of learning such as cultural safety. The Indigenous health curriculum can support learners' cultural safety development but should not be considered a substitute for a dedicated formal curriculum in cultural safety.^[@R24]^

As a general principle, Indigenous health curricula should focus on the health professional, health systems, and structural determinants of health rather than on essentialist understandings of the cultural "other."^[@R41]^ They should critique prevalent understandings of "culture" to examine how societal systems and structures impose barriers for Indigenous peoples and drive health inequities.

It is important that Indigenous health curricula use appropriate, effective, and innovative methods for engaging learners in transformative learning.^[@R84]^ The approaches used and curricular resources must consider the context within which learning about Indigenous health occurs, such as the effect of a dominant biomedical paradigm that can delegitimize other forms of knowledge and learning. In addition, Indigenous health curricula need to be sufficiently adaptable and differentiated to be able to meet the particular needs of both Indigenous and non-Indigenous learners.

Alignment of the institutional curriculum
-----------------------------------------

Although an explicit, high-quality Indigenous health curriculum is necessary, its existence is not sufficient to ensure that learners achieve the requisite outcomes. Learners are influenced by all aspects of the educational environment,^[@R85]^ and it is clear that informal and hidden curricula relating to Indigenous health are often at odds with the formal, explicit curriculum.^[@R41]^ Approaches such as the Critical Reflection Tool provide a structured framework for institutions to reflect on, review, and reform institutional learning environments to improve the alignment between these different curricula.^[@R86]--[@R88]^ Implicit in this principle is a requirement for educators to be appropriately knowledgeable about and skilled for their role in Indigenous health teaching and/or assessment, which has significant implications for professional development.^[@R89]^

Advocacy for Indigenous health
------------------------------

Health professionals are part of larger systems that create barriers to equitable health care and health outcomes, so it is a responsibility of educational institutions to facilitate empowerment and advocacy to change such systems, not just individual learners' knowledge, attitudes, and skills.^[@R90]--[@R92]^ Medical practitioners also have a professional obligation to act as agents of change to support Indigenous health development. Medical education institutions should therefore be actively involved in advocacy for Indigenous rights and Indigenous health development, including efforts to dismantle systems of racism and privilege. This includes taking a leadership role in public policy and advocacy, as well as ensuring that these competencies are integral components of educational curricula.

Infrastructure and resourcing
-----------------------------

Medical education institutions must develop infrastructure and allocate resources in ways that support the comprehensive institutional approach to Indigenous health outlined above. This requires investment in appropriate Indigenous health learning experiences for students, Indigenous staff recruitment, support of Indigenous community partners to meaningfully engage with the curriculum (and students), and ongoing curriculum reinvigoration.

Such investment must recognize Indigenous health not only as a developing discipline but also as a fundamental strategy for achieving institutional social justice obligations. Institutions must ensure that they have meaningful processes and policies to support the parallel development of Indigenous faculty. Indigenous people must occupy leadership positions and have the capacity to influence the institution and educational curriculum. Indigenous leadership must include participation at all levels of administration (including at the director or dean level) and on governance boards. Below, we list principles that we believe are critical for medical education institutions to address barriers to advancing Indigenous health and to play their part in achieving health equity.

Key Principles
==============

1.  Colonization is a fundamental determinant of Indigenous health. Medical education institutions must acknowledge their historical and contemporary role in the colonial project and engage in an institutional decolonization process.

2.  Medical education institutions must have a framework for understanding and addressing racism and privilege at institutional and curricular levels.

3.  Medical education programs must have an explicit, rigorously developed Indigenous health curriculum, with *rigor* defined in terms of both Western and Indigenous standards and contextualized to local needs.

4.  Institutional curricula must ensure that Indigenous health concepts and principles are reflected in all institutional policies and practices and are reinforced in all educational environments.

5.  Advocacy for Indigenous rights and Indigenous health development is an important responsibility for medical education institutions and health professionals, including advocacy in relation to health systems and broader societal determinants of Indigenous health.

6.  Institutions must invest in infrastructure, Indigenous leadership, and resourcing for Indigenous health development.

Concluding Remarks
==================

The issues related to improvement of Indigenous health and elimination of disparities in medical education have global resonance, yet the significant developments in this field to date have occurred in the absence of a clearly articulated global conceptual framework. This international consensus statement highlights the importance of addressing the problem at this level, and outlines the challenges that medical educators share and principles for action.

The principles outlined in this consensus statement provide a framework that can support medical education institutions to meet their obligations in relation to Indigenous health. They include addressing colonization, racism, and privilege at curricular and institutional levels; developing explicit, comprehensive Indigenous health curricula that are consistently reinforced across all educational settings; engaging in advocacy for health system and broader societal reform; and supporting these activities with appropriate investment in Indigenous health capacity. It is important that these principles are applied in reflexive, locally determined ways, based on community engagement and using institutional critical reflection tools. Meeting these obligations will require decolonization of medical education and the medical workforce, as well as working to address health system and broader societal factors that create and maintain health inequities.
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